Access to Prenatal and Preconception Health in Washington State by Melvin, Kathryn
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
	  	  	  	  	  	  
Access	  to	  Prenatal	  and	  Preconception	  Health	  in	  Washington	  State	  
Kathryn	  Melvin	  
By:	  Kathryn	  Melvin	  
Fall	  2013	  
A paper presented by the faculty of the University of North 
Carolina at Chapel Hill in partial fulfillment of the requirements 
for the degree of Master (Master of Science) in Public Health in 
the Department of Maternal and Child Health.  
Chapel Hill, N.C. 
 
12/23/13 
 
    11/23/2013 
First Reader Signature  Date 
 
1/23/13 
Second Reader Signature Date 
 Access to Prenatal and Preconception Care 
Abstract 
 Background. Early and continuous prenatal care has long been considered the 
standard for optimizing positive birth outcomes. Yet infant mortality, low birth weight and 
preterm deliveries are still high in the United States. This inconsistency has led experts to 
reconsider the role of prenatal care by itself. Recently, public health and maternal-fetal 
experts are now recommending that prevention practices include early entrance into 
prenatal care, but also begin before prenatal care, in the preconception and 
interconception periods. Preconception care has been identified as a way to improve birth 
outcomes, by moving away from care centered on the intervals of pregnancy to that of 
providing high levels of care throughout a woman’s life.i  
 In 2011, although an increasing number (72%) of pregnant women in the state of 
Washington entered prenatal care within the first trimester, disparities continue to exist in 
access to early prenatal care by age group, Medicaid status, and race/ethnicity. Also, while 
early prenatal care is improving overall, preterm birth and low birth weight have not 
declined in Washington since 2006. Preterm birth and low birth weight have remained at 
about 10% and 6% respectively, (Washington Vital Statistics 2009-2011). Preconception 
care could help close this gap.ii 
 Despite the importance of preconception/interconception care, the state of 
Washington does not maintain consistent surveillance of preconception care access. The 
development of indicators of preconception care is a critical factor in developing long-term 
surveillance of progress toward implementation of preconception care.  
Methods. This report develops indicators to measure need for access to preconception care 
using data from the 2009-2011 Pregnancy Risk Assessment Monitoring Survey (PRAMS). 
Pre--pregnancy health seeking and risk behaviors were used to develop surveillance 
indicators for preconception care. In addition, a Preconception Health Index was created 
using variables known to contribute to preconception health.  
Results. This index shows only 7% of Washington women are in the highest level of 
preconception health, per the index. The Preconception Health Index also shows disparities 
across race/ethnicity, age, and Medicaid status.  
Conclusions. Interventions to increase women’s access to care include removing financial 
obstacles and promoting culturally competent care.  
  
Public Health Problem  
  Early and continuous prenatal care has long been considered the standard for optimizing 
positive birth outcomes. The last several decades have seen a significant expansion of access to 
early prenatal care, along with substantial medical advancements.  Nonetheless,  poor birth 
outcomes, such as low birth weight and preterm deliveries, are still high in the United States. In 
Washington, low birth weight and preterm delivery rates have not declined since 2006. The low 
birth weight rate in Washington increased steadily from 1993 to 2005, growing from 5.2% to 
6.1%. Since 2006, the low birth weight rate in Washington has remained steady at approximately 
6.0%. Similarly the preterm delivery rate in Washington has remained at approximately 10.0% 
since 2005. While low birth weight and preterm delivery rates in Washington are lower than the 
national averages, disparities continue to exist. Black infants have continually experienced the 
highest rate of low birth weight in Washington, historically being more than twice the rate in 
white infants, regardless of maternal age or socioeconomic status. In addition, babies born to 
American Indian and Alaskan Native women in Washington have traditionally had the highest 
rates of preterm delivery.iii  
 Part of the stall in birth outcome improvement has been attributed to more women 
entering pregnancy later in life, and an increasing number of women beginning pregnancy with 
chronic conditions, such as obesity or high blood pressure. Furthermore, medical professionals 
now know that the most critical periods of fetal development occur in the first few weeks of 
pregnancy, before most women realize they are pregnant.ii This has led experts to reconsider the 
role of prenatal care by itself.  Public health and maternal-fetal experts are now recommending 
that prevention practices include early entrance into prenatal care, but also begin before prenatal 
care, in the preconception and interconception periods. It is theorized that high levels 
preconception care, in conjunction with early prenatal care, could substantially reduce poor birth 
outcomes. 
 Preconception care has been identified as a way to improve birth outcomes by providing 
high levels of care throughout a woman’s life. Interconception care is included within the scope 
of preconception care, but focuses on the improving women’s health between pregnancies. 
Preconception, and interconception care allows healthcare professionals to address a woman’s 
reproductive goals and risk behaviors before she becomes pregnant, increasing the intended 
pregnancy rate and better preparing her body for pregnancy, if and when she decides to get 
pregnant.i  
 Notwithstanding the evidence in support of preconception care, Washington does not 
have reliable, or regular surveillance of preconception access. As a result, there is currently a 
dearth of preconception indicators in Washington. The development of substantial preconception 
indictors in Washington is essential for sustainable implementation and surveillance of 
preconception care access. The purpose of this report is to examine indicators that measure the 
need for preconception care using data from the 2009-2011 Washington Pregnancy Risk 
Assessment and Monitoring Survey (PRAMS). In addition, this report will use the 2009-2011 
Washington Birth Certificate data to indicate populations in the highest need of increased access 
to prenatal care, and subsequently identify populations that could most benefit from increased 
preconception care.  
 
 
Methods 
 The purpose of this report is to analyze key indicators of health for women in 
Washington State to determine the level of need for prenatal and preconception care for specific 
population groups. In addition, the purpose of this report is to examine the pre-pregnancy health 
seeking and risk behaviors of women in Washington.  
 We used data from the Washington Birth Certificate and Washington Pregnancy Risk 
Assessment Monitoring System (PRAMS) for the years 2009 to 2011. The Birth Certificate data 
is collected on each birth in Washington using the revised birth certificate (See Technical Note). 
On average, Washington has 88,000 births annually. For the years of 2009-2011, Washington 
had a total of 262,651 births. The delivering hospital, birth facility, or the birth attendant present 
at a home birth completes each birth certificate. The completed birth certificate is then submitted 
to the Washington Department of Health Vital Statistics Department for finalization. This report 
primarily uses this data to analyze prenatal care in Washington. 
 The Washington Pregnancy Risk Assessment Monitoring System (PRAMS) is a sample 
of resident women who recently had a birth. The women selected to participate are sent a packet 
that includes the 14-page survey and a letter describing the survey. A letter is sent 10 days after 
the initial packet to thank her for already returning the survey or to encourage her to respond. If 
the woman still has not responded a second survey packet is sent 14 days after the reminder letter 
was sent. If the mother does not respond to the second survey, telephone follow-ups begin 14 
days after the second packet was sent. The survey methodology is standardized by the Centers 
for Disease Control and Prevention (CDC) so that each state with a PRAMS survey can have 
comparable data. This data set was primarily used to identify a need for preconception care and 
to support findings on prenatal care throughout the state. 
 Both sets of data used for this report were analyzed using STATA 12. Descriptive 
analysis was conducted on all variables described in this report, using percentages and 
confidence intervals.  
  
Results. 
Access to Prenatal Care 
Time Trends 
 In Washington, the proportion of women entering prenatal care in the first trimester 
increased from 80% in 1980 to 84% in 2002, similar to national trends. In 2003, Washington 
adopted the new U.S. standard birth certificate, which changed the way prenatal care was 
collected. Washington trend data before and after 2003 are not comparable. Similarly, 
Washington data collected after 2003 is not comparable to national data collected after 2003.  
Among women with prenatal care information, the first trimester care rate was 73% in 2003 and 
68% in 2007. First trimester prenatal care rates appear to have fallen during this time, but the 
reporting change makes interpreting trends difficult during this time. Since 2007, early prenatal 
care rates have steadily risen. In 2010 and 2011 in Washington, 72% of pregnant women entered 
prenatal care within the first trimester.  
 In 2010, the CDC reported that among the thirty-three states using the revised birth 
certificate, 73.1% of women entered prenatal care within the first trimester. Washington is 
slightly behind the national average.iv (See Technical Notes.) 
 
  
  
 
 
  
 
 
 
 
2010 and 2020 Goals 
The Healthy People 2010 goal was that 90% of pregnant women should receive prenatal care 
beginning in the first trimester. Washington, and the nation, did not reach this goal. The Healthy 
People 2020 has set its goal at 77.9% of women should receive early prenatal care. It is unclear 
at this time if Washington will meet this target. 
  
Geographic Variation 
 As shown in the graph, eight counties had higher proportions of women receiving early 
prenatal care in comparison to the state estimate of 71% from 2009-2011. Among these counties, 
Lincoln, Spokane, Kittitas all have substantially higher rates than the state, and have remained 
high for several years. In addition, Lewis and Cowlitz counties have improved dramatically in 
the last few years, previously having lower proportions of women receiving early prenatal care 
than the state and now higher proportions. In contrast, eight counties had lower proportions of 
women receiving early prenatal care compared to the state. Among these counties, first trimester 
0 
10 
20 
30 
40 
50 
60 
70 
80 
90 
100 
19
80
 
19
85
 
19
90
 
19
95
 
20
00
 
20
05
 
20
10
 
20
20
 
 P
er
ce
nt
 
First Trimester Prenatal Care 
Washington State and US 
WA Vital Statistics, 1980-2011 
	  	  	  	  	  	  	  	  	  	  	  	  WA	  	  	  	  	  	  	  	  	  	  	  	  	  US	  	   
Healthy People Goals:	  	  	  	  2010	  	  	  	  2020	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
  
 
prenatal care in Benton, Franklin, Mason, and Kitsap counties is substantially lower than the 
state and has been for several years. 
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Maternal Age  
 Younger women, especially those younger than 20, are less likely to receive first 
trimester care. This pattern occurs among mothers of all races and Hispanic origin as well as 
among mothers at all socioeconomic levels.  
 
Economic Factors and Education 
 Income Receipt of Medicaid-funded health services is one measure of low income. In 
Washington from 2009-2011, women receiving Medicaid-funded prenatal or delivery services 
were less likely to receive first trimester prenatal care than other women. Women receiving 
Medicaid and cash assistance through the Temporary Assistance to Needy Families (TANF) 
Program have household incomes less than 50% of the federal poverty level (FPL). These 
women had the lowest rate of first trimester prenatal care, at 69%. Non-citizens had the second 
lowest percentage for early prenatal care at 70% and women who received Medicaid but not cash 
assistance (S-Program), having household incomes less than 185% of federal poverty level, had 
the second highest percentage at 73%. Women who had prenatal or delivery services not covered 
39	   58	  
65	   73	  
77	  76	  
73	  
0 25 50 75 100 
<15 
15-19 
20-24 
25-29 
30-34 
35-39 
40+ 
Percent 
First Trimester Prenatal Care 
Age 
WA Vital Statistics, 2009-2011 
by Medicaid had the highest incomes and the highest rates of first trimester prenatal care, at 
87%.v (See Technical Notes.) 
 
 Education In Washington from 2009-2011, analysis was restricted to women 25 and 
older in order to allow for completion of education. Among this group, first trimester prenatal 
care increased with educational attainment. This pattern occurs among mothers of all races and 
Hispanic origin. Some of this difference is due to differences in socioeconomic status. 
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Race and Hispanic Origin 
 Disparities persist across racial and ethnic groups for initiation into first trimester prenatal 
care. During 2009-2011 white women and Asian women were more likely to receive first 
trimester prenatal care than black women, American Indian women, Pacific Islander women, or 
women of Hispanic origin. Some of this difference is due to differences in socioeconomic status.  
 
Other Measures of Impact and Burden 
 Women who begin prenatal care after the first trimester are at greater risk for poor 
pregnancy outcomes. Women who receive no or late prenatal care are 4 times more likely to 
deliver low-birth weight babies and 7 times more likely to have a preterm delivery.vi ,vii 
Based on Washington Vital Statistics data during 2009-2011, 16% (±0.1%) of women initiated 
prenatal care in the second trimester (more than half in the fourth month of pregnancy), 4% 
(±0.1%) of women initiated care in the third trimester, and 1% (±0.1%) of women did not 
receive any prenatal care. Pacific Islander women, American Indian women, women of Hispanic 
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origin, black women and women less than 25 were more likely to enter prenatal care late or not 
have prenatal care. 
Risk and Protective Factors 
 Data from Washington’s Pregnancy Risk Assessment Monitoring System (PRAMS) from 
2009-2011 show that 19% (±2%) of women with information on prenatal care did not begin their 
care in the first trimester. Of those women, 29% (±4%) reported they could not get into prenatal 
care as early as they wanted. Barriers to receiving early prenatal care included the following: 
 Financial and economic. Financial constraints can prevent women from obtaining 
adequate healthcare.viii This barrier can prevent women from obtaining timely prenatal care. 
From 2009-2011, 46% (±9%) of women who did not obtain early prenatal care and did not get 
prenatal care as early as they wanted reported not having enough money or insurance to pay for 
visit as a barrier to obtaining care.  
 System. Based on 2009-2011 PRAMS data, 34% (±9%) of women receiving late care and 
reporting barriers to early prenatal care said they could not get an appointment when they wanted 
one, and 14% ( ±6%) reported the doctor or health plan would not start as early as they wanted.  
Problems with the enrollment process can also cause prenatal care delay. In Washington from 
2009-2011, 57% (±9%) of women enrolled in Medicaid who began care after the first trimester 
and reported barriers to care cited not having a Medicaid card, Healthy options card, or medical 
coupon as reasons for not receiving care sooner.  
 The 2009-2011 PRAMS data also show that 18% (±7%) of women who received care 
after the first trimester and reported barriers to early prenatal care said that they had no way to 
get to the clinic or doctor’s office, and 11% (±7%) said they had no one to care for their children.  
No more detailed data are available from PRAMS to explore these findings further. System-
related barriers to early prenatal care in the literature include not having enough money or health 
insurance for health care visits and not being able to get an appointment when they wanted 
one.viii Washington reports suggest that system barriers to care include provider shortage, 
particularly in more rural areas, due to high malpractice insurance rates and low reimbursement. 
ix 
 Alcohol and substance use. An analysis of the 2009-2011 Medicaid population in 
Washington found that 61% of women diagnosed as substance abusers began prenatal care in the 
first trimester compared with the 71% of the Medicaid non-substance abusers.x Issues that can 
deter a chemically dependent woman from early prenatal care include punitive attitudes of 
providers, fear of legal consequences (including Social Service involvement) guilt regarding 
potential damage to the infant, and difficulties with health insurance and transportation.xi 
 Social and attitudinal. Personal and cultural beliefs and situations influence when 
women seek prenatal care. Women may enter prenatal care late because they did not intend to be 
pregnant or were not aware of their pregnancies.xii Washington PRAMS 2009-2011 data shows 
that women who pregnancies were unintended were more likely to begin prenatal care after the 
first trimester than women who intended their pregnancies, 27% (± 3%) verses 14% (±2%) 
respectively. Moreover, 42% (±9%) of women who reported barriers to prenatal care said not 
knowing they were pregnant kept them from getting prenatal care sooner.  
Among protective factors, women who participate in family planning clinics or Special 
Supplemental Nutrition Program for Women, Infants, and Children (WIC) generally receive 
prenatal care earlier.xiii In addition, women with supportive partners or families tend to seek care 
earlier, and women with a primary care provider are more likely to initiate early prenatal care.xiv 
Evidence also suggests that providing prenatal care to groups of women might increase their 
continuity of care.xv,xvi 
Access to Preconception Care 
 Preconception care, paired with early prenatal care, has the potential to reduce poor birth 
outcomes, such as pre-term delivery, low-birth weight, and infant mortality by focusing on 
improving women’s health throughout the life span. However this field of women’s health is in 
its infancy, still transitioning from theory into practice. While the Centers for Disease Control 
and Prevention (CDC), the American College of Obstetricians and Gynecologist (ACOG), and 
American Academy of Pediatrics (AAP) promote access to preconception care, national 
standardized practice guidelines and measures have yet to be developed.i,ii,xvii Some states have 
begun to measure preconception care access through their PRAMS survey, yet at this time 
Washington does not have a validated measure of access.xviii,xix,xx Several indicators, however, 
show the need for preconception care.  
Preconception Health Seeking Behavior 
 In the 2009-2011 PRAMS data, five preconception health-seeking behaviors were 
measured to identify the utilization of preconception care services. Each of these indicators is 
known to contribute to positive maternal and infant birth outcomes.i,xxi,xxii First, 56% (±2%) of 
Washington women reported having had their teeth cleaned by a dentist or dental hygienist in the 
12 months prior to pregnancy. Next, of the 2% (±05%) of Washington women who reported they 
had been diagnosed with diabetes before pregnancy, 59% (±12%) reported having seen a health 
care worker within the 12 months prior to pregnancy to be checked or treated for diabetes. 
Furthermore, 8% (±1%) of the population reported having visited a health care worker to be 
checked or treated for high blood pressure within the 12 months prior to pregnancy. In addition, 
13% (±2%) of the population reported visiting a health care provider to be checked or treated for 
depression or anxiety within the 12 months prior to pregnancy. Finally, 27% (±2%) reported 
having talked to a health care worker about their family medical history within the 12 months 
prior to pregnancy. Overall these values demonstrate the need for improvement in Washington 
women’s health seeking behavior.  
 In addition the 2009-2011 PRAMS postpartum visit data demonstrates interconception 
health seeking behavior. These indicators reflect the quality of interconception provider 
counseling in Washington. Each of these indicators is known to return a woman to optimal health 
after pregnancy and best prepare her body for long-term health, as well as any possible future 
pregnancies.xxii,xxiii From 2009-2011, 90% (±1%) of Washington women had a post-partum visit. 
At this visit, 86% (±2%) of respondents said that a health care worker advised them to take a 
multivitamin/folic acid, 71% (±2%) reported being advised on being a healthy weight/losing 
weight gained during pregnancy, 95% (±1%) reported being given advice on different types of 
birth control methods, and 58% (±2%) reported being advised on proper birth spacing. 
Furthermore, 88% (±2%) reported being asked if they have been feeling down or depressed since 
delivery, 35% (±2%) reported being treated for any health care conditions that developed during 
pregnancy, 53% (±2%) reported being asked if they were smoking cigarettes, and 49% (±2%) 
reported being told about resources in their community for help getting insurance, WIC, or help 
caring for their baby. While these values are strong overall, the mode of questioning in PRAMS 
does not indicate if provider counseling translated into positive patient behavior.  
 All of these health-seeking behaviors indicate gaps in women’s health care. They also 
show the need for improved preconception and interconception care in Washington.  
Healthy People 2010 and 2020 
 Healthy People 2020 introduced six new preconception health and behavior objectives 
that were not included in the Healthy People 2010 objectives. The addition of these objectives 
highlights the increased national focus on preconception care. These objectives are:  
1. Increase the proportion of women delivering a live birth who discussed preconception 
health with a health care worker prior to pregnancy (no associated benchmark) 
2. Increase the proportion of women delivering a live birth who took daily 
multivitamins/folic acid prior to pregnancy to a level of 33.1% 
3. Increase the proportion of women delivering a live birth who did not smoke prior to 
pregnancy to a level of 85.4% 
4. Increase the proportion of women delivering a live birth who did not drink alcohol prior 
to pregnancy to a level of 56.4%. 
5. Increase the proportion of women delivering a live birth who had a healthy weight (BMI 
of 18.5-24.9) prior to pregnancy to a level of 53.4% 
6. Increase the proportion of women delivering a live birth who used contraception to plan 
pregnancy (no associated benchmark) 
 As shown, only the first objective targets preconception access, and it does not have an 
associated benchmark or guidance for measurement. Washington does not currently have a way 
to measure objective one. Objectives two through six are not looking at access, but at 
preconception risk behaviors. Using PRAMS, in Washington in 2011 34% (±3%) of women took 
a daily multivitamin prior to pregnancy. This is meeting the desired Healthy People 2020 target. 
In addition in Washington in 2011, 82% (±4%) of the population did not smoke in the 3 months 
prior to pregnancy. This is not meeting the desired target and it is unclear if Washington will 
meet this objective by 2020. In terms of alcohol consumption, in 2011 68% (±3%) of women 
reported not drinking in the three months prior to pregnancy. This surpasses the Healthy People 
2020 goal of 56%. Next, 45% (±4%) of women were at a healthy weight (normal BMI) pre-
pregnancy, with 3% (±1%) being underweight and 52% (±4%) being overweight or obese. 
Washington is currently not meeting this objective and it is unclear if it will by 2020. Finally, for 
objective six, while Washington currently does not have a way to directly measure this outcome, 
using the PRAMS data, the percent of unintended pregnancies occurring while women were not 
using birth control can be measured. For 2011, 39% (±6%) of women with an unintended 
pregnancy did not use birth control; this measure is imperfect, and there is not sufficient data to 
explore this finding further. 
Preconception Health Index   
 Although we cannot currently measure access to preconception care in Washington, we 
can identify an overall need for care by creating a preconception health index. A Preconception 
Health Index score was created using six variables known to contribute to preconception health 
and birth outcomes.xxiv The indicators were selected from the preconception information in the 
2009-2011 Washington PRAMS survey, and are a combination of preconception health seeking 
behaviors and Healthy People 2020 objectives.i In addition, each variable selected for the index 
has been identified by the Centers for Disease Control and Prevention (CDC) as preconception 
risk indicators that each contribute a woman’s preconception health status. The index was 
created using a model developed in Oklahoma, which has been formatted and applied using the 
Washington PRAMS data.xxiv 
 To be classified as being in the highest level of preconception health per this index, this 
is, having the highest preconception index score, a woman had to be a healthy BMI before 
pregnancy, take a daily multivitamin in the month before pregnancy, not smoke in the three 
months before pregnancy, not drink alcohol in the three months before pregnancy, have an 
intended pregnancy, and see a dentist or dental hygienist in for a teeth cleaning in the 12 months 
before pregnancy. Abstinence from smoking and drinking alcohol in the three months before 
pregnancy were combined into one indicator for the preconception health index, due to their 
reasonable overlap in their birth effects. These complied variables were used to create an index 
with six score levels.  
 
 Based on the results, only 7% (±1 %) of women scored a 5 on the health index, meaning 
they were in the highest level of preconception health, per this index, prior to pregnancy. Over 
half of Washington women, scored a 2 or 3 on the preconception index and a quarter of women 
scored a 1 or 0 on the index. This indicates that while most women have a few positive 
preconception indicators, there is still a need for improved preconception health in Washington.  
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 The preconception health index scores showed disparity across race and ethnicity. During 
2009-2011 0% of Pacific Islander women were in the highest level of preconception health and 
11% of American Indian women scored a zero on the preconception health index. In addition, 
disparity was seen in women of Medicaid status. Only 2% (±1%) of women on Medicaid were in 
the highest level of preconception health, as opposed to 13% (±2%) of non-Medicaid women in 
the highest level of preconception health.  
 In addition the preconception health index showed that women with pre-pregnancy health 
insurance were more likely to be in preconception health. Based on the results, 96% (±3%) of 
women in the highest level of preconception health had health insurance prior to pregnancy. 
Furthermore, for women with pre-pregnancy health insurance, women with a higher 
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preconception health index score were more likely to obtain early prenatal care. This trend was 
not observed in women who did not have pre-pregnancy health insurance.  
  
Discussion 
 Summary 
 Based on the results in this report, in Washington, only 72% of women are entering 
prenatal care in the first trimester and only 7% of women are in the highest level preconception 
health, per this index. Moreover significant disparities persist in access to prenatal and 
preconception care. In Washington,  young women, women on Medicaid, and women of non-
white or Asian racial or ethnic background are mostly to not receive early prenatal care and to 
not be in the highest-level preconception health. These results indicate that women’s access to 
healthcare and health behaviors needs to be improved throughout Washington, particularly for 
more at-risk populations. In this report key findings show pathways for improving Washington 
women’s healthcare access and health behavior. As demonstrated, 96% of women with pre-
pregnancy health insurance were in the highest-level preconception health. Consequently, for 
women with pre-pregnancy health insurance, women with higher preconception index scores 
were more likely to enter prenatal care within the first trimester. These two findings suggest that 
to improve women’s access to care in Washington, removing financial barriers, such as 
insurance, would allow women to be in better health preconceptionally and to begin prenatal care 
within the first trimester. 
  Suggestions for Intervention Strategies  
 Expanded access to healthcare across the lifespan for the uninsured and underinsured 
women of Washington would allow for greater utilization of early prenatal care and 
preconception services.xiii For example, access to prenatal care improved dramatically for low-
income women on Medicaid after Washington’s maternity care access program began in 1989, 
rising from 59% of Medicaid women receiving first trimester care in 1990 to 71% in 1994.xxv  
 For interventions specific to preconception care, the field is too young to be able to 
present evidence-based practices, but included below are some promising approaches.  In direct 
response to objectives in the CDC’s 2012 Preconception Health Strategic Plan, an intervention 
would be to educate health care providers on appropriate patient counseling services.  Each 
health care visit for women of reproductive age should be seen as an opportunity for 
preconception care to mitigate preconception risk behaviors. By the same token each prenatal 
visit should be an opportunity to reduce pregnancy risk behaviors. Inherent in these counseling 
services should be a message of individual responsibility across the lifespan, in accordance with 
CDC preconception recommendations.i,xxii  
 Another promising preconception intervention leveraging improving provider counseling, 
is preconception risk screening for reproductive age women. The risk screening would be 
focused on reaching and maintaining a healthy BMI, taking daily multivitamins, quitting 
smoking, reducing alcohol consumption, and encouraging contraceptive use. This risk screening 
would then be coupled with the appropriate interventions to allow women to enter pregnancy in 
more optimal preconception health. The CDC for preconception best practices also recommends 
this intervention.i 
 A final suggestion for Washington is to formulate a preconception action plan with 
sustainable goals and objectives. This action plan should target preconception health seeking 
behaviors and Healthy People 2020 preconception objectives while simultaneously reaching the 
most needy Washington populations. This action plan should include the measurement of valid 
preconception indicators, accurate data collection and analysis, and effective preconception 
improvement programs. The preconception action plan should also be intertwined with the 
prenatal care programs throughout the state to allow for the programs to be mutually beneficial. 
Several states already have preconception action plans, many of which have focused efforts on 
awareness and importance of preconception health through social media campaigns.16 This 
approach is in alliance with the CDC’s preconception social media campaigns and participating 
states have shown some moderate success.20  
 Strengths and Limitations 
 There are several limitations to this report. Pregnancy Risk Assessment and Monitoring 
Survey (PRAMS) in Washington is a random, self-reported survey that is completed 
retrospective to pregnancy; thus the responses are subject to recall bias. Moreover, the responses 
in PRAMS are limited by social desirability. Sensitive questions such as smoking, drinking, and 
pregnancy intention may not be answered truthfully and the incidence of these responses may be 
underreported. In addition, PRAMS is limited by the inadequate number of questions on 
preconception indicators. This lack of indicators did not allow this report to analyze the scope of 
preconception health in Washington in its entirety.  
 This report also has various strengths. The Washington Birth Certificate data allows this 
report to provide a truly representative sample of births in Washington. In addition, the 
Preconception Index is a fresh way of looking at preconception care in Washington. This index 
provides a broad perspective on preconception health that examines the disparities and gaps, and 
provides a preconception surveillance tool. This index could be used to track preconception 
health throughout Washington, until more specific indicators can be created and implemented. 
Next Level: 
 The preconception health index used in this paper identifies a need for increased 
preconception health in Washington in a way that is understandable and informative. Ideally this 
index could be applied to all states, to identity their preconception health need. In order to 
achieve this, each state would have to have a reliable PRAMS data set, and the political will to 
understand  preconception health status of women in their states. Once the index is applied, the 
results could be used to identify target populations and to inform program development. If the 
index could be applied in all states with a reliable PRAMS data set, it could allow states to 
improve their preconception health by to looking at other states with better index results. In 
addition, the results could help to inform preconception health policy on a state and national 
level. These steps would provide a way to improve preconception health, and subsequently 
women’s health throughout the life course on a state level, and throughout the United States.  
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For More Information 
Washington Department of Health, Division of Community and Family Health, Maternal and 
Infant Health Program. (360) 236-3542 
Technical Notes 
Revised Birth Certificate; In 2003 Washington State began using the 2003 Revision of the US 
Standard Certificate of Live birth. Prior to this revision, prenatal care information was collected 
as the month prenatal care began and the number of visits. With the 2003 US Standard, the exact 
date of the first prenatal care visit, exact date of the last prenatal care visit and total number of 
prenatal visits were collected. In order to collect the exact date of prenatal care, hospitals need 
access to prenatal care records, which are not always available at the hospital at the time of 
delivery. Washington was one of two states who began using the 2003 US Standard certificate in 
2003. Thirty-three states have implemented the revised birth certificate as of 2010.xxii 
Federal Poverty Level: The federal poverty level is published each year by the Department of 
Health and Human Services. It is the estimated minimum income a family needs in order to 
provide for basic needs. It is used as the basis for eligibility for federal and state assistance 
programs. In 2010, the federal poverty level was $17,374 for a family of 3. 
Medicaid Program: Medicaid women received maternity care paid for by Medicaid. Medicaid 
recipients were divided into three major subgroups (from highest to lowest socioeconomic status) 
based on program eligibility. S-Program were women eligible for the pregnancy medical 
assistance. These women were U.S. citizens or legal U.S. residents, and were eligible to receive 
Medicaid because they were pregnant and had incomes at or below 185% of the federal poverty 
level; TANF were women enrolled in the Temporary Assistance for Needy Families program. 
These women were very low income (generally less than 50% of the federal poverty level) and 
received cash assistance (TANF) in addition to Medicaid; and Undocumented were women who 
were not legally admitted for permanent residence, lack temporary residence status, or were not 
lawfully present in the United States. They were eligible to receive Medicaid because they were 
pregnant and had incomes below 185% the federal poverty level. Undocumented women were 
not eligible for TANF although their incomes were often lower than women on TANF. All three 
Medicaid groups had incomes below most non-Medicaid women. Note that Medicaid eligibility 
status for pregnant legal 
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